A 47-year-old woman presented with progressive confusion, reduced mobility, anorexia associated with a bitter taste and weight loss over eight weeks. Her past medical history included hypothyroidism and a recurrent incisional hernia mesh repair three years before. She had a BMI 47 kg/m^2^, was acutely confused with a Glasgow coma scale of 12 (E3M4V5) and apyrexial with normal vital signs. Blood tests revealed a normocytic anemia (hemoglobin 8.4 g/dL), hypoalbuminemia (albumin 1.6 g/dL), elevated C-reactive protein of 135 mg/L, coagulopathy (International normalized ratio, INR 1·4) and, a markedly elevated ammonia level of 157 μmol/L. Her white cell count, liver and renal function were normal.

Computed tomography (CT) and magnetic resonance imaging of the brain showed no significant abnormality. Electroencephalography demonstrated widespread cerebral dysfunction with no evidence of non-convulsive status epilepticus. She was commenced on rifaxamin and lactulose for a presumed metabolic encephalopathy. Failure to improve prompted investigations into other sources of elevated ammonia levels. A CT abdomen revealed a previous abdominal wall hernia repair with a fluid collection between the mesh, small bowel and transverse colon, suspicious of intestinal fistulation ([Fig. 1](#fig0005){ref-type="fig"}).Fig. 1Axial CT scan of the abdomen indicating the air/fluid levels of a collection.Fig. 1

At laparotomy a grossly infected synthetic polypropylene mesh with multiple entero-colic fistulas were identified ([Fig. 2](#fig0010){ref-type="fig"}). The mesh was removed, lavage performed, and a wound management system was applied. *Proteus mirabilis* and *Escherichia coli* were isolated, both ammonia producing, sensitive to piperacillin/tazobactam (Tazocin®). She was treated with the antibiotic for three weeks. Following this treatment, the encephalopathy and clinical state dramatically improved mirrored by normalization of ammonia levels. The patient was maintained on total parenteral nutrition for two months prior to discharge with a plan for future restoration of intestinal continuity.Fig. 2Intra-operative images of the infected mesh being removed and the multiple intestinal fistulas (silastic tape used to indicate locations of eight fistulas).Fig. 2

Mesh infection can present with a neurological induced metabolic abnormality, in the absence of any surgical signs several years after surgery. Elevated ammonia levels in the presence of a previous synthetic mesh should alert all clinicians to the possibility of chronic infection as the underlying cause.
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